The isolation of an influenza strain in recruits at Fort Dix, New Jersey in January, 1976 [1] that bore surface markers similar to the great pandemic strain of 1918 was deemed of much importance for several reasons. First, the 1918 outbreak was one of the most severe affecting mankind with an estimated death toll of some 20 million persons worldwide and over 1/ 2 million in the United States [2] . The death rate was especially high in young adults. The morbidity from the disease was about 500 million cases-over 1/2 the world's population fell ill. While it was not possible to measure whether the New Jersey isolate would have the same pathogencity and virulence as the 1918 strain, the identity of the specific hemagglutinin and neuraminidase suggested this potential. Second, while swine influenza virus has produced illness in pigs since 1918 with occasional sporadic human cases, the Fort Dix outbreak was the first recognized example of person-to-person spread, involving some 500 persons. Whether this was due to the acquisition of a new spreading potential, or simply represented the enhanced transmission of a strain of low virulence in the closed environment of recruit training was a highly important but unanswerable question. Third, there appeared to be sufficient time to prepare and administer a swine flu vaccine before the next Reactions to Vaccine Seventy-seven percent (1540) of 2,000 questionnaire cards distributed were returned. An analysis was made of 1508 of these on which the appropriate items had been filled out; this represented 757 females and 751 males. The overall reactions are tabulated by sex in Table 1 . Seventy-one percent of recipients reported soreness of the arm at the site of the jet injection of monovalent vaccine but only 5.9 percent classified this as severe. Sore arms were reported by 81 percent of females and 57.2 percent of males. Headache and muscle aches were recorded with about equal frequency in both sexes (22 to 24 percent), but were rarely judged as severe. Chilliness was reported by 8.9 percent of males and 17.9 percent of females; less than 2 percent of either sex felt it was severe. The occurrence of fever or feverishness was noted on 9.7 percent of the cards, 6 .8 percent by males, and 11.0 percent by females; only 0.2 percent felt it was more than of slight degree. Other symptoms mentioned as present included fatigue in 5.1 percent, nausea in 3.1 percent, and itching in 1.1 percent ( Table 2) .
Analysis of the questionnaire results by age and sex is given in Fig. 1 . In general, all reactions decreased with increasing age and all were more common in females than in 
Humoral Antibody Responses
Paired sera taken at the time of immunization and 3-4 weeks later from 222 Table 6 . No consistent differences in response rate to the vaccine virus were seen in the presence or absence of pre-existing antibody. However, 21 percent of males showed a rise to A/Victoria/ 1975 antigen which was not included in the vaccine as compared with only 7.8 percent of the females; the greater response rate in males was higher whether pre-existing antibody to A/ Victoria/ 75 was present or not. Males may have received an A/Victoria vaccine while in military service and this response may represent a cross reaction "booster" effect.
An analysis of vaccine responses by geometric mean antibody titer (GMT) pre and post immunization is summarized in Table 7 . The results paralleled those measured by four-fold antibody increases: the highest post-immunization titers were attained in the older age group. In the <25 year old age group receiving monovalent vaccine the average GMT never reached the 1:40 titer above which re-infection is rare [3] . Crossreacting antibody increases to A/ Vict/ 72 antigen occurred with increasing age. The GMT response to A2/New Jersey/ 1976 was satisfactory in 9 persons over 60 receiving it but poor in 38 special risk persons under age 60. A poor response in both age groups was also seen to the A2/Victoria/ 1975 antigen contained in the bivalent vaccine. Little increase in GMT to B/Hong Kong occurred after monovalent or bivalent vaccine since it was not included in either preparation. The percent of persons attaining the presumably protective titer of > 1:40 postvaccination varied with age (Table 8 ). The > 1:40 titer was achieved in 51.9 percent of The reaction rates to the monovalent vaccine were much higher than the 2-5 percent level expected on the basis of field trial data [5] [6] [7] [8] . Complaints of a sore arm at the site of the jet injection occurred in 71.2 percent of the recipients and 5.9 percent judged the reaction as severe. Headache was complained of in 23.4 percent of the total group, muscle aches in 22.6 percent, chilliness in 13.4 percent, and fever or feverishness in 9.7 percent; these reactions were judged as severe in less than 2 percent except for headache which was reported as severe in 4.2 percent. The frequency, severity, and duration of the reactions to the swine flu vaccine were probably not of sufficient magnitude to deter future use of a similar vaccine should a clear-cut need exist.
All produced a disastrous epidemic in a population with so many susceptibles remaining in the younger age groups. if such an epidemic had actually occurred it is likely that the mass immunization campaign would have been vigorously pursued and expanded despite the problems of high reaction rates, poor antibody response in the younger age group, and the rare occurrence of the Guillain-Barre syndrome [9] .
